usually before the OCcurrence of severe weight loss. Here, therefore, is an opportunity for thorough appraisal and treatment. Hence an important diagnostic rule in the female (male cases are relatively rare) is that anorexia nervosa should not be diagnosed in the presence of regular menstruation. The exception that proves the rule is the patient whose menstruation has persisted as a result of hormonal therapy, usually given in the form of the contraceptive pill. Also the changing nature of anorexia nervosa has led to the illness no longer being uncommon, even in married women or women who have borne children.
In the second category of patient whose weight loss is associated with self-induced vomiting, several of the peculiar modes of presentation have been discussed by Professor Crisp, including occasional epileptic seizures and the complications of hypokalaemia. To these may be added attacks of tetany due to alkalosis and, more ominously, impaired renal function which if sustained over several year. may lead to renal failure, presumably also the result ofhypokalaemia.
The psychiatrist should not encounter too many diagnostic problems so long as he forsakes any scruples he may have with conventional systems of classification, requiring anorexia nervosa to be pigeon-holed within the commoner sub-divisions of the neuroses such as hysterical or obsessional illnesses. It is simpler to consider anorexia nervosa as an illness in its own right, deserving as much consideration as any other ill-understood psychiatric syndrome. Anorexia nervosa is easily diagnosed when the following triad can be established: selfinduced loss of weight. early and persisting amenorrhoea, and a psychopathology consisting of a fear oflosing control over eating and becoming fat. Less specific neurotic symptoms and patterns of behaviour are likely to be present, combined in a wide variety of ways, but they need not obscure the essential diagnostic features of anorexia nervosa. It is always advisable to act on Professor Crisp's recommendation to obtain an independent history from a close relative, and to observe closely the patient's behaviour in hospital.
It is also right to stress the occurrence of depressive symptoms in the course of anorexia nervosa. They often cause much distress to the' patient plagued with feelings of misery and guilt even after having eaten only a few morsels. Suicide is now the most important cause of death in anorexia nervosa, death from inanition being more easily prevented. Yet the depressive features in anorexia nervosa do not amount to any of the more characteristic depressive syndromes. They unfortunately seldom yield to the simpler treatments with antidepressant drugs or electroconvulsive therapy. Professor Crisp has mentioned a number of patients whose depressive symptoms increase after weight gain. There is another, probably larger group, whose depressive symptoms are much relieved after a period of inpatient psychiatric treatment which includes a restoration of weight to normal.
Professor Crisp makes no mention of the differ- , p 754 ). Artefactual disease, of which dermatitis artefacta is the cutaneous facet, is often missed. Doctors tend to assume that their patients tell them the truth, but in fact these patients necessarily tell lies. Their disease is a charade, whose maintenance depends upon their continuing furtive activity, or else the natural healing process would deprive them of those con-trived signs of disease that their concocted story is intended to confirm. But although they act out a lie they seldom look like liars. They are usually intelligent, often respectable and sometimes highly respected. They should not be judged harshly, however, because their actions stem from a variety of stresses acting on their unusual personalities, that create an emotional turbulence that they are unable to deal with in more orthodox ways; in fact they need help, though they do not always get it. The point I wish to make is that such patients almost certainly operate in every field of medicine and surgery, yet the literature on their activities is meagre. The Prosser White Oration that I had the honour to deliver (Lyell A, 1976, Clinical and Experimental Dermatology 1, 109) , to which Dr Sneddon kindly referred, dealt with the skin in relation to the syndrome of contrived disease. What is needed now is a much broader look at the subject of contrived disease in general, to supplement our present scanty information. It would make an interesting symposium.
Yours sincerely ALAN LYELL I November 1977
Psychopathology of sexual behaviour
From Dr M S Lipsedge and Dr J Christie Brown London W1
Dear Sir, Professor Watson and his colleagues (November Proceedings, pp 789-792) propose a useful framework within which the diverse features of sexual psychopathology can be organized. In reviewing a series of 13 transexual patients; they report that they have not yet seen a 'gender male with female anatomy who wants to relate homosexually to males'. We would like to report such a case: a sixteen year old schoolgirl, slightly hirsute, wearing lipstick and normal female clothes. She has repeatedly expressed a strong wish to become a male homosexual. When asked what she meant by this, she states that she would like to have a penis which she could insert into the anus of a man. She has masturbation fantasies of sodomizing men, or of mutual masturbation with men in which she takes a dominant role. She says 'I would use a man as ifhe were a woman'.
As a child she played with dolls, wore girls' clothes and had no wish to cross-dress. She was not a tom-boy. She recalls vague ideas of wishing to be a man from the age of about 5 or 6 years, but she only became intensely preoccupied with this after her first menstrual period, when she was 10 years old. She recalls being lonely and always played by herself. She had many 'phantom friends' such as Frankenstein, Dracula and Satan. Her heroes were figures 'detested by others, people who were left out'. She said that she would have adored Hitler if he had been a homosexual, but would have despised him if he had been ashamed of his sexual inclination. She regrets that her own father is not a homosexual. At the age of 5 or 6 years she disliked seeing intimate physical contact between men and women. She despises people who lead conventional lives, i.e. who are married and have children.
Her best friend is an effeminate male homosexual. She plans to write a book or a film about male (not female) homosexuals. The aim of the film would be to depict them as heroes, and there would be explicit scenes of sexual intercourse between men. The hero would either be strong and kill people, or he would be weak and effeminate and people would despise him. The person she most admires at the present is a female impersonator, whose autograph she treasures, especially as he picked her out from among a crowd of male admirers at the stage door.
" Such cases are hard to fit into any framework. In normal people sex object choice and psychological gender are concordant, as they also appear to be in most transexuals who seek sexual relationships that accord with their psychological gender. In many homosexuals however, psychological gender corresponds with anatomy, while object choice is reversed. In the patient we have described there is a psychological gender disorder, without a complete and parallel object choice reversal. in that as an anatomical female she desires sexual relations with men, albeit homosexual ones.
These confusing matters may at least remind us that the development of psychological gender and sex object choice have somewhat different roots. At the same time we must ask ourselves if such simple formulations do justice to such complicated facts. Dear Sir, One of the first questions I am usually asked by newly appointed house officers is to explain our policy on the management of overdoses. This is entirely appropriate in a unit in which admissions for poisoning have risen from
